We collected the data relating to involuntary hospital treatment (IHT) in the University Psychiatric Ward at Novara Hospital between 1991 and 2002, and compared them with those relating to Piedmont and the whole of Italy.
Introduction
The use of involuntary hospital treatment (IHT) for schizophrenic subjects has been widely studied (Munk-Jorgensen, Mortensen & Machon 1991 , Kozumplik, Jukic & Goreta 2003 , Steinert & Schmid 2004 , Hattori & Higashi 2004 . Schizophrenia is still the diagnosis that has the greatest influence on the decision to hospitalize (Giampieri et al. 1993 , Slagg 1993 , Schnyder et al. 1999 , Way & Banks 2001 , Wingerson et al. 2001 , and it has also been demonstrated that schizophrenic subjects undergoing IHT treatment require longer admissions than those undergoing voluntary treatment (Arcuni & Asaad 1989) .
Some authors have highlighted the most frequently encountered characteristics of subjects undergoing IHT: a low average level of education, a prevalence of unmarried men and married women, and a large number of unemployed among men and housewives among women (Sostero et al. 1993) .
However, there are few published studies describing the phenomenon as a whole in a hospital psychiatric ward (Sanguineti et al. 1996) , partially because of the different legislation governing the subject in different countries: 91.7% of European countries have their own regulations concerning psychiatric legislation (WHO, 2001) . Italy is in a peculiar position because it no longer has psychiatric hospitals, but an organisation based on the presence of psychiatric wards inside general hospitals, furthermore, the Italian regulations governing IHT do not consider the concept of dangerousness. Italian psychiatric legislation (Law No. 833 of 23 December 1978) foresees the possibility of IHT for a (renewable) period of seven days in the simultaneous presence of the following conditions:
1. the psychic alterations are such as to require urgent therapeutic interventions; 2. the therapeutic interventions are not accepted by the patient; 3. the circumstances do not allow the adoption of timely and suitable extra-hospital health measures.
The organisation of Italian psychiatric services subdivides the country into Mental Health Departments based on hospital psychiatric wards and mental health centres, which include residential communities, apartment groups, day centres and day hospitals (Piccinelli, Politi & Barale 2002) . Urgent services are provided in hospital psychiatric wards, local psychiatric outpatient clinics, general hospital Emergency Departments or at home Italy currently has the following number of psychiatric beds: 0.7/10,000 inhabitants in general hospital psychiatric wards; 0.9/10,000 in private psychiatric clinics; 0.1/10,000 in day hospitals; and 3/10,000 in non-hospital residential facilities. The mental health staff allotment is 0.81/1,500 area residents (0,13/1,500 psychiatrists, 0.05/1,500 psychologists, and 0.41/1,500 nurses) (De Girolamo & Cozza 2,000).
This retrospective study was conducted in the University Psychiatric Ward of Maggiore della Carità hospital in Novara, a town in the Piedmont region of North-Western Italy. The catchment area of the Mental Health Department has about 182,000 inhabitants, of whom 56% are resident in Novara itself. The Department has one hospital psychiatric ward (under university direction) with 14 beds and 1.7 members of staff per bed; three day hospitals (one of which is inside the hospital); two day centres, seven residential facilities (two therapeutic communities and five apartment groups, for a total of about 60 beds).
The aim of the study was to evaluate the use of IHT (considered from the point of view of psychiatric urgencies and emergencies) about 25 years after the coming into force of the Psychiatric Reform in an attempt to identify the demographic, social and clinical characteristics that are most fre-quently associated with this type of therapeutic provision.
Materials and methods
We selected all of the medical records relating to IHT admissions to the University Psychiatric Ward of Maggiore della Carità hospital in Novara between 1. 1.1991 and 31.12.2002 . These records were used to collect the following data relating to each analysed case of IHT:
• Demographic characteristics: sex, age, province of birth, province of residence;
• Psychosocial characteristics: occupation, marital status, education, cohabitation;
• Clinical information: family psychiatric history, personal psychiatric history, place of first psychiatric contact, immediate origin of patient at the time of IHT, ICD-9-CM diagnosis (according to the system in force in the Italian National Health Service), duration of IHT, duration of admission, previous involuntary and voluntary admissions to the ward.
All of the collected data were entered in a computer database.
Statistical analysis
We first calculated the annual proportion of psychiatric admissions to the psychiatric ward, and compared it with the trend in Piedmont and Italy between 1. 1.1991 and 31.12.2002. In order to evaluate any correlations between the investigated variables, we constructed unconditioned logistic regression models to assess the correlation between the dependent dichotomy variable (a duration of admission above or below the median) and a series of independent dichotomy variables potentially capable of affecting the duration of admission.
Three models were constructed: a demographic model (independent variables: sex, age, province of birth, province of residence), a social model (independent variables: occupation, marital status, education, cohabitation), and a clinical model (independent variables: previous IHT, family psychiatric history, ICD-9-CM code, total admissions to the psychiatric ward).
All of the analyses were made using Stat Soft software.
Results
We analysed 460 cases of IHT involving 327 patients (72 patients underwent IHT more than once during the 12 years considered), for a total of 205 admissions. Figure 1 shows the trend of IHT cases in the psychiatric ward of Maggiore della Carità hospital, Novara; Table I shows the comparison with regional and national data.
Demographic characteristics
Of the 460 episodes of IHT, 56.3% involved men.
The overall mean age of the patients at the time of IHT was 41 years (median 39; SD 13.8). The mean age of the women was higher: 44.4 years (median 42; SD 15.2) vs 38.4 years (median 38; SD 12).
The large majority of the subjects (87.8%) were resident in the province of Novara (Table II) . 
Social characteristics
Most of the patients (55.8%) had worked in the past but were not working at the time of admission; 29% were working at the time of IHT; and 11.3% had never worked. No occupational data were available for 3.9% of the cases (4.6% of the women and 3% of the men).
The majority of the patients (52.8%) were unmarried, but there was a marked difference in the proportions of unmarried men and women (65.6% vs 36.3%). Married No educational data were available for 9.6% of the patients; 26.7% had only attended primary school; 38% had completed compulsory middle school education; 22.9% had a high school diploma; and 2.8% were university graduates.
The cohabitation data showed that 33.5% of the patients lived with their family of origin (23.9% of the women and 40.9% of the men), and 28.3% had their own families (42.3% of the women and 17.4% of the men). No data were available for 13.5% of the cases; the rest of the sample consisted of subjects resident in rest homes, protected communities, long-stay healthcare facilities, lodging houses (Table II) .
Clinical characteristics
The previous psychiatric history of the patients was unknown in 6.3% of the cases and unavailable in 9.8%. Just over half (51.1%) of the patients had been previously admitted to our psychiatric ward. There had been a previous contact with a public healthcare specialist In 18.2% of the cases, and a contact with a private clinic in 5.7% of cases. In 6.1% of the cases, the previous contact had been with another hospital ward and, in 1.3%, with a psychiatric hospital.
Unfortunately however, the available data do not make it possible to determine whether the previous psychiatric contacts of the subjects had been of an episodic or continuous nature.
The first psychiatric contact had been admission to our psychiatric ward in 18.7% of the cases, contact with the outpatient clinic of another service in 14.7% and with our outpatient clinic in 7.8%. The first contact had occurred in a psychiatric hospital in as many as 9.8% of the cases; in a hospital neurological ward in 7.8%; in the Emergency Department of a general hospital or during a hospital visit in 7.2%; in a psychiatric ward other than ours in 6.3%; in a private clinic in 4.3%; and in an infantile neuropsychiatry service in 3.7%.
The immediate origin of the patients had been a public psychiatric outpatient clinic in 33.9% of the cases, the patient's home in 23.9%, the Emergency Department of the general hospital in 20.1%, and transfer from other hospital wards in 8%.
The main clinical characteristic analysed was the ICD-9-CM diagnosis at the time of discharge. The most frequent of these diagnoses was schizophrenic psychosis (61.1% of the total: 64.4% of the men and 57.2% of the women), followed by personality disorders (16.2%: 16.6% of the men and 15.4% of the women), affective psychoses (5.2%: 1.5% of the men and 10% of the women), and alcohol dependence syndrome (3.1%) (Figure 2 ).
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There were a number of socio-demographic and clinical differences between the two broad groups of the patients with a diagnosis of schizophrenic psychosis and those with other diagnoses (Table III) .
Subjects undergoing more than one IHT
During the 12 years considered in the study, 72 patients underwent a total of 205 involuntary admissions: an average of 2.84 per patient. For the purposes of this analysis, only the data collected at the time of the first admission were considered. Table IV shows the major differences between these patients and those undergoing a single IHT.
Statistical analysis
Three multiple logistic regression models were applied to the group of 327 patients 138 P. ZEPPEGNO ET AL. who had undergone at least one IHT during the study period (Tables V-VII) .
P values of <0.05 were considered significant; those of <0.01 were considered highly significant.
The variables analysed in the "demographic" model were sex (male/female), age (>39 vs <39 years), and the province of birth (Novara/other) and province of residence (Novara/other). This model revealed a highly significant correlation between male sex and a duration of admission of less than 12 days (p<0.01), with males being "protected" against the likelihood of an admission exceeding 12 days (OR = 0.45).
Highly significant correlations were also found with the province of birth and the province of residence: the subjects born in the province of Novara had a more than twofold higher risk of being admitted for more than 12 days than those born elsewhere (p<0.01), and those resident in the province of Novara had a 3.5-fold higher risk of being admitted for more than 12 days than those born elsewhere (p<0.01) ( Table V) .
The variables analysed in the "social" model were occupation (employed/unemployed), marital status (unmarried/other), education (up to the end of middle school/ beyond the end of middle school), and cohabitation (own family or family of origin/ other). None of these variables significantly influenced the total duration of admission (Table VI) .
The variables analysed in the "clinical" model were previous IHT (yes/no), a psychiatric family history (yes/no or unknown), ICD-9-CM diagnosis (schizophrenic psychosis/other), and the total number of admissions to the Novara psychiatric ward (1/>1). This model showed that the subjects with a diagnosis of schizophrenic psychosis (ICD-9-CM code 295) had an approximately 3-fold higher risk of being admitted for more than 12 days (p<0.01) (Table VII) .
Discussion
Our analysis shows that the percentage of IHT admissions in Novara was below the national average for many years, but began to approach it towards the end of the study period. On the other hand, although the national trend was characterised by a constant increase in the total number of psychiatric admissions, the number of IHT admissions remained stable and their relative proportion therefore decreased. This latter phenomenon is attributable to a progressive national uniformity in the number of beds available in residential facilities (Crepet 1989 , Crepet 1992 , as confirmed by the fact that the percentage of IHT admissions in Lombardy (the region bordering Piedmont) was 12.1% in 1998 , 12.6% in 1999 and 11.8% in 2000 (Gandini & Lora 2001 , Gandini & Lora 2002 .
It is also worth pointing out that, in comparison with the year preceding the reform, there was a reduction of about 60% in the number of IHT admissions in the period immediately following the closure of Psychiatric Hospitals in Italy (which started in 1978), whereas the number of voluntary admissions increased by about 30% (Consiglio Nazionale delle Ricerche (National Research Council, 1981) .
The IHT admissions in our sample were most frequently associated with schizophrenic psychoses (61.1%). In comparison with those affected by other psychiatric disorders, schizophrenic subjects are more frequently unmarried or live in a narrower relational context; family members are potentially capable of reporting a situation before it becomes a psychiatric urgency that can sometimes only be confronted by means of IHT. Logistic regression analysis also showed that schizophrenia is associated with a higher risk of longer-lasting admissions, probably because it takes longer to ensure the compensation of a psychotic exacerbation than the stabilisation of other psychopathological conditions (as previously demonstrated by Arcuni & Asaad 1989) and is very often related to the condition of relapse (Sullivan et al. 1993 , Segal et al. 1998 , Saarento et al. 1998 , Dhossche et al. 1998 , Fennig et al. 1999 .
A health report published by the Piedmont Regional Council has highlighted the fact that schizophrenic patients are at higher risk of being admitted than subjects with other psychiatric disorders (Regione Piemonte 2001).
In general, the finding of this study that merits greatest attention is the increase in the number of IHT admissions recorded during the last years of the study period. This can be explained by the fact that the residential facilities available to our mental Health Department (particularly therapeutic communities) are largely occupied by patients who lived in Psychiatric Hospitals before the 1978 reform, or subjects who are unlikely to be re-educated or rehabilitated, thus limiting the availability of beds for people whose symptoms have emerged more recently, and favouring a "revolving door" phenomenon in the case of patients who cannot immediately return to their homes at the time of hospital discharge.
While awaiting the provision of additional residential facilities, one means of facing this situation could be to increase the use of alternatives, such as day centres and day hospitals, and strengthen the supply of domiciliary medical and nursing services, in order to construct a protective fence around difficult patients and implement suitable therapeutic approaches earlier, before arriving at the point of emergency IHT. The more effective the healthcare support, and the better the network of significant figures constructed around it, the less will be the need for urgent hospital admissions.
The closure of the Psychiatric Hospitals, which was a fundamental juridical/ideological step in overcoming the previous organisation, did not lead to the concrete provision of adequate instruments and methods for the local management of psychiatry, and this contributed to making the Italian psychiatric scenario extremely heterogeneous (Censis 1983) because each region was faced with the need to create its own organisational structure. By 1981, Piedmont's regional council had identified "applicative approaches" aimed at transforming its psychiatric hospital-based organisation of mental health into a territorially based service, including its subdivision into zones, the integration of preventive, diagnostic, therapeutic and rehabilitation activities, the establishment of working teams, and the prevalence of outpatient treatments (Regione Piemonte 1981).
On the basis of our data, we can say that IHT remains relatively sporadic in the context of psychiatric admissions, and recourse to it is only made after the failure of every other therapeutic strategy: it is therefore an extreme resource (Vecchietti 1981) . When IHT is inevitable, every attempt is made to shorten its duration by means of the revocation of the order. Furthermore, during the course of an IHT admission, the use of physical containment is very rare, and is only lawful when there is a "state of necessity" and must then be proportionate to the danger it is intended to avoid, in such a way that the damage caused is no greater than that threatened (Castiglioni & Flores 1987) . In a paper on the subject of consent to psychiatric health treatment, Girolami analysed the "totalising" nature of psychiatric disease insofar as it involves all of the reality of a person and jeopardises his/her faculty to consent to treatment: juridically, a psychiatric patient is considered a weak subject, but one who is capable, alone or with the aid of third parties, of performing many juridically relevant acts and facts (Girolami 1997) .
